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spiratory events in surgical
tients’’
sposta a ‘‘Prevalência de apneia obstrutiva
 sono e eventos respiratórios adversos em
cientes cirúrgicos’’
 thank  Dr.  Ricardo  Reis  and  Ana  Antunes  for  their  inter-
 in  our  manuscript  and  for  the  comments  related  to
r  observational  study.1 We  agree  that  not  having  done
lysomnography  on  our  patients  was  a  limitation  of  the
dy  but  as  it  is  stated  by  Chung  et  al.2:  ‘‘owing  to  its  high
sitivity  at  a  score  of  ≥3,  the  STOP  Bang  questionnaire
considered  very  helpful  to  rule  out  patients  having  mod-
te  and  severe  OSA.’’  As  we  state  in  introduction  section
hough  polysomnography  (PSG)  is  considered  the  gold  stan-
rd  for  the  diagnosis  of  OSA  it  is  not  performed  as  a  routine
operative  assessment  tool  for  OSA  patients  in  our  hospi-
 because  it  is  an  expensive  and  labor-intensive  test.  We
oose  STOP  questionnaire  because  it  has  been  considered  a
ctical  step  forward  in  identifying  patients  with  OSA  and
cause  of  the  known  sensitivity  and  speciﬁcity  in  diagnos-
 OSA.  We  agree  that  we  may  have  a  lower  incidence  of
A  patients  compared  to  the  report  incidence  of  High  Risk
OSA  patients.  That  is  why  we  reported  the  results  of  our
dy  considering  a  group  of  patients  we  have  named  speciﬁ-
lly  High  Risk  of  OSA  because  we  agree  we  could  not  conﬁrm
 OSA  diagnosis  in  all  patients.
Indeed  HR-OSA  was  not  a  risk  factor  for  Acute  Respira-
y  Events  considered  as  a  unique  group;  in  our  study  only
ld/moderate  hypoxia  had  a  higher  incidence  in  HR-OSA
tients.  We  agree  with  you  and  that  is  stated  in  discus-
n  section  ‘‘there  was  a  greater  risk  of  postoperative
poxemia  in  HR-OSA  patients  in  comparison  with  those
thout  the  diagnosis.  However,  in  our  study. .  .analysis  of
rioperative  adverse  events  did  not  show  signiﬁcant  respi-
DOI of refers to article:
p://dx.doi.org/10.1016/j.rppneu.2013.08.003
Co
Th
Re
1. ory  morbidity  in  HR-OSA  patients  compared  to  the  LR-OSA
tients.  In  fact  in  our  study  we  did  not  ﬁnd  that  HR-OSA  was
eterminant  for  ARE.’’
We  think  that  we  should  be  little  cautious  concluding
revious  papers  have  shown  that  OSA  itself  is  associated
th  a  statistically  signiﬁcant  higher  incidence  of  respira-
y  complications’’  or  at  least  understand  some  limitations
these  studies.  In  fact  there  are  studies  (by  Liao  Pu3
d  Gupta  RM4)  that  apparently  have  succeeded  in  demon-
ating  that  patients  with  OSA  have  a  higher  incidence  of
stoperative  complications  compared  with  matched  non-
A  surgical  patients.  In  the  study  by  Liao  PU3 Oxygen
saturation  with  SpO2 <  90%  was  also  the  most  common
mplication  but  this  study  has  also  a  limitation  with  the
pling  methodology  for  group  selection  that  should  be
dressed.
In  the  study  of  Gupta  RM4 the  authors  concluded  that
verse  outcomes  were  more  common  in  OSA  patients
t  the  considered  outcomes  included  other  complications
d  even  in  what  concerns  respiratory  complications  they
 failed  to  demonstrate  that  respiratory  complications
re  more  frequent  in  OSA  group  of  patients.  In  their
dy  even  episodic  hypoxia  was  not  more  frequent  in  OSA
tients.
In  the  study  by  Memtsoudis  S5 OSA  was  considered
 independent  risk  factor  for  perioperative  pulmonary
mplications  although  their  considered  outcomes  were
arly  different  and  the  studied  respiratory  complications
re  pneumonia,  ARDS  and  respiratory  failure.  We  may  think
t  it  is  fundamental  to  verify  if  these  acute  events  occur-
g  at  PACU  are  related  to  respiratory  failure  occurring  after
charge  from  the  PACU  and  perhaps  this  could  be  a  chal-
ge  to  future  investigation.
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Video-mediastinoscopy is still
the  gold standard
A  video-mediastinoscopia é  ainda o
gold-standard
Dear  Editor,
We  read  with  great  interest  the  article  by  Bugalho  et  al.,
entitled  ‘‘Endobronchial  ultrasound-guided  transbronchial
needle  aspiration  for  lung  cancer  diagnosis  and  staging  in
179  patients’’1 as  well  as  the  editorial  by  Herth  entitled
‘‘Access  to  the  mediastinum----The  standard  has  changed’’.2
In  fact,  for  patients  with  lung  cancer,  despite  improve-
ments  in  the  accuracy  of  imaging  modalities  over  the  last
decade,  invasive  mediastinal  lymph  node  staging  remains
necessary  in  cases  of  mediastinal  lymph  node  enlargement,
positron  emission  tomography  (PET)  positive  mediastinal
and/or  hilar  lymph  nodes  and/or  a  centrally  located  tumor.3
For  a  long  time,  cervical  mediastinoscopy  has  been  con-
sidered  the  gold  standard  in  mediastinal  staging,  given  the
high  negative  predictive  value  (NPV)  if  well  performed.  How-
ever,  during  the  last  decade,  oesophageal  ultrasound-guided
ﬁne  needle  aspiration  (EUS-FNA)  followed  by  endobronchial
ultrasound-guided  transbronchial  needle  aspiration  (EBUS-
TBNA)  has  emerged  as  a  minimally  invasive  alternative,
reducing  the  need  for  a  cervical  mediastinoscopy  as  a
ﬁrst-line  staging  procedure.  Nevertheless,  when  the  result
of  endoscopic  staging  appears  negative,  a  subsequent
mediastinoscopy  is  currently  recommended  to  exclude
mediastinal  lymph  node  metastases  in  patients  with  clini-
cal  suspicion.2 But,  since  the  sensitivity  of  EBUS-FNA  seems
to  exceed  that  of  mediastinoscopy,4 there  is  a  tendency  to
cut  down  on  the  need  for  surgical  conﬁrmation.  Accordingly,
in  routine  practice  an  additional  mediastinoscopy  is  often
regarded  as  overdone.  However,  only  recently  the  combi-
tomies  by  50%.  Overall,  an  average  of  8.8  patients  had  t
undergo  an  additional  mediastinoscopy  to  ﬁnd  one  false
negative  result  of  endosonography,  but  when  only  patien
with  suspicious  mediastinal  lymph  nodes  on  FDG-PET  ar
taken  into  account,  this  NNT  comes  down  to  6.1  patients.
We  agree  with  Dr.  Herth.  The  standard  has  changed
In  fact,  EBUS  and  EUS  should  be  used  in  conjunction  wit
PET  and  considered  as  an  alternative  to  mediastinoscop
However,  the  gold  standard  is  still  video-mediastinoscop
because  in  patients  with  a high  probability  of  mediastin
metastases,  a  cervical  mediastinoscopy  should  not  be  omi
ted  after  a  negative  result  of  endosonography,  not  eve
when  the  aspirate  seems  representative,  based  on  the  pre
ence  of  a  sufﬁcient  number  and  maturation  of  lymphocyte
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M.  Guerranation  of  endosonography  followed  by  mediastinoscopy  was
shown  to  be  more  accurate  in  mediastinal  nodal  staging  than
just  mediastinoscopy  alone.  In  patients  with  non-small-cell
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forming  a  cervical  mediastinoscopy  after  a  negative  result
of  endosonography  reduced  the  number  of  futile  thoraco-Servic¸o de  Cirurgia  Cardiotorácica,  Centro  Hospitalar  de
Vila  Nova  de  Gaia/Espinho,  EPE,  Vila  Nova  de  Gaia,
Portugal
E-mail  address:  migueldavidguerra@yahoo.comhttp://dx.doi.org/10.1016/j.rppneu.2013.10.003
